Using data from the 1990 baseline of the National Survey of Self-Care and Aging (NSSCA), and nearly three years of follow-up mortality data, we examined the association between self-rated functional ability, a global measure of perceived ability to function independently, and mortality among a national sample of older adults. The study included 3,485 subjects selected from the Medicare Beneficiary Files according to a stratified random sampling design, with approximately equal numbers of adults by gender in each of three age categories, 65-74, 75-84, and 85 and over. Self-rated functional ability was found to have an independent contribution to the subsequent risk of death among older adults. Using multivariate models that accounted for self-rated health, age, gender, medical conditions, functional status, and assistance from others, poor self-ratings on this single item nearly doubled the risk of death during the follow-up period. These findings suggest the importance, for both researchers and clinicians, of measuring the potential prognostic importance of self-ratings of health and self-ratings of functional ability among older adults.
T
HE relationship between negative self-assessment of health status and mortality has been noted for well over 20 years (Maddox and Douglas, 1973) . Since that time, this finding has been confirmed by numerous studies, using a wide range of data sources (Idler and Angel, 1990; Idler and Kasl, 1991; Idler, Kasl, and Lemke, 1990; Kaplan, Barell, and Lusky, 1988; Kaplan and Camacho, 1983; Mossey and Shapiro, 1982; Rakowski et al., 1993; Wolinsky, Callahan, and Johnson, 1994) . It had been suggested that methodological flaws, inadequate analytical techniques, or omitted independent variables could explain this relationship (Idler and Kasl, 1991) . However, despite careful controls for physical health status and other determinants of mortality, self-rated health status has been found to have a direct relationship with mortality that cannot be decomposed by the introduction of other factors into these models (Idler and Kasl, 1991; Wolinsky, Callahan, and Johnson, 1994) . Several mechanisms of this direct effect have been proposed: (1) a negative self-evaluation of health could stimulate a psychoneuroimmunologic response that left the person more susceptible to opportunistic disease; (2) a poor selfevaluation of health could reflect the elderly person's accurate self-detection of preclinical changes in body function; and (3) a delay in taking health-protective and maintenance actions among those who felt their health was poor (Rakowski, Mor, and Hiris, 1991; Wolinsky, Callahan, and Johnson, 1994) . Others argue that these explanations are not well supported by research findings (McCallum, Shadbolt, and Wang, 1994) . The work of Idler and Kasl (1991) suggests that the direct and independent relationship of selfassessed negative health status on mortality works through an unknown process, and they conclude that global assessments of health status are in some way "expressions of expectations of personal survival" (p. S64).
Self-rated health has been found to be a useful measure of current and future health and mortality among older adults. Less favorable ratings of health predict mortality even in a very healthy elderly subsample (Blazer and Houpt, 1979; Rakowski, Mor, and Hiris, 1991) . Global selfassessments of health typically focus on "health in general" or "health compared to generalized others" without specifically referring to personal levels of functioning. Subjects are asked to rate their health by responding to a single item, specifically, "Would you say your health in general is excellent, very good, good, fair or poor?" (e.g., Idler, Kasl, and Lemke, 1990; Wolinsky, Callahan, and Johnson, 1994) . Alternatively, subjects are asked to rate their health relative to their peers, specifically, "Compared to other people your age, would you say your general health is excellent, good, fair, poor or bad?" (Idler, Kasl, and Lemke, 1990) .
Global perceptions of health status summarize and integrate various components of health status, including current illness, health behaviors, and physical functioning (Krause and Jay, 1994) . A recent analysis of the relation-S155 Downloaded from https://academic.oup.com/psychsocgerontology/article-abstract/52B/3/S155/616335 by guest on 30 December 2018 ship between self-rated function, functional decline, and mortality in the Nun Study by Greiner, Snowdon, and Greiner (1996) , introduced a global measure of self-rated function (i.e., the ability to care for one's self) relative to peers and compared responses to this measure with responses to a measure of self-rated health. Participants in the Nun Study were asked, "Compared to sisters your age, would you say your ability to take care of yourself is excellent, very good, good, fair, or poor?" (p. S235). Their findings suggest that self-rated function has a stronger relationship to mortality and functional status than does selfrated health.
Using data from the first wave of a new longitudinal data base on older adults, the National Survey of Self-Care and Aging, the purpose of this study is to test the association between a global, subjective rating of functional ability and time to death among a national sample of older adults. Further, the decomposition of this association by self-rated health, demographic characteristics, and other measures of health and function is examined using hierarchical Coxproportional hazard models.
Self-perceived health. -People of different ages tend to use different frames of reference when responding to selfassessments of health status (Cockerham, Sharp, and Wilcox, 1983) , with younger people generally using health behaviors (e.g., smoking, exercise) as a reference, whereas older people are more likely to consider specific personal health problems or their ability to function independently when rating their overall health. A substantial correlation has been found between subjective health status and measures of functional status among older adults (see Fillenbaum, 1979; Liang, 1986; Stoller, 1984; Wan, 1976; Whitelaw and Liang, 1991) . One cross-sectional study reported that over one-half of the variance in self-rated health status was explained by selfreported physical illness and functional status (Whitelaw and Liang, 1991) .
Three main approaches have been suggested for the conceptualization of physical health: (a) the medical model or the physical definition; (b) the functional model or the social definition of health; and (c) the psychological model, or the subjective evaluation of health. This implies that physical health consists of related yet distinct dimensions (Liang, 1986) . This multidimensional structure of health among elderly persons suggests the hypothesis that physical illness affects an individual's role performance and that both illness and role performance affect one's subjective evaluation of health status. Findings from a recent qualitative study of the meaning of personal health assessments of health status by older adults support Liang's claim that health is a multidimensional construct (Borawski, Kinney, and Kahana, 1996) . This study found that "many older adults' health definitions transcend externally imposed or medically defined health criteria, and include both proactive beliefs and social contextual factors in their definitions" (p. SI 67).
Conceptualizing physical health in reference to an individual's roles and status in society has been called a social definition of health (Parsons, 1951) . Thus, health is a state of optimal capacity for performance of social roles, while illness is a reduction in the capacity to perform expected roles (Liang, 1986) . Expected adult social roles encompass the ability to maintain independence in activities of daily living. This functional model of health has been defined in terms of mobility (Nagi, 1976) , self-maintenance (Lawton and Brody, 1969) , role performance (Lawton and Brody, 1969) and disability (Katz et al., 1970) . A substantial correlation has been found between subjective health, subjective function, and measures of functional status among older adults (Ferraro, 1980; Greiner, Snowdon, and Greiner, 1996; Kaplan, Barell, and Lusky, 1988; Linn, Hunter, and Linn, 1980; . Even so, these subjective measures of health status and functional ability represent different dimensions of health (Kaplan, Barell, and Lusky, 1988; Liang, 1986) .
Functional health status and mortality. -Statistical models of the association between self-rated health and mortality have often included measures of functional impairment. Using a hierarchical logistic regression model of the effect of perceived health status on mortality, Wolinsky and Johnson (1992) found that the introduction of functional health status measures diminished, but did not eliminate, the relationship between fair and poor self-ratings of health and mortality, and that these measures had a significant independent effect on mortality. They concluded that this finding was to be expected inasmuch as functional health status is thought to be central in the formulation of perceived health. In a more recent work, Johnson and Wolinsky (1994) estimated a structural equations model of perceived health status and demonstrated that the major impact of extant disease on perceived health status was mediated by disability and functional limitations. Alternatively, Wilcox, Kasl, and Idler (1996) found that self-rated health was predictive of disability; self-rated health measured 6 weeks after a medical event predicted disability at 6 months; however, post-hospital disability did not alter older adults' health perceptions (Wilcox, Kasl, and Idler, 1996) .
Older adults frequently come to expect the increasing presence of chronic conditions as they age, but unless these conditions result in severe disability, they are not regarded as compromising their quality of life, a characteristic highly associated with self-perceptions of health (Okun et al., 1984) . Notwithstanding decrements in functional capacity that can accompany old age, most older adults remain optimistic rather than pessimistic about their health (Idler, 1993) and, despite poorer role function and greater fatigue, adults age 70 and older do not rate their health any worse than those ages 50 to 70 (Mangione et al., 1993) . Idler (1993) found that "at any given level of health status, the older the respondent the better their self-assessed health is likely to be" (p. S297).
While numerous studies have used activities of daily living as measures of functional health status, a global selfrating of the ability to function independently, namely, the perceived ability to care for oneself, has not been used previously in the assessment of community-based elderly populations. Self-rated function has been found to predict mortality among very old women (Greiner, Snowdon, and Greiner, 1996) ; however, its application in other elderly populations needs to be explored. Such a subjective summary measure may synthesize a number of ways functional impairments interact with perceptions of role performance. Although related to self-rated health status, a subjective assessment of the ability for independent function may be better described as a way in which numerous aspects of health and functional impairment are combined within the perceptual framework of the individual respondent regarding his/her capacity to maintain autonomy, or independence, in everyday activities.
METHODS
Data source. -Data for this analysis come from the National Survey of Self-Care and Aging (NSSCA), a new longitudinal survey of community-based older adults (Norburn et al., 1995) . The sampling universe consisted of all Medicare beneficiaries in the contiguous United States who were 65 years of age or older in 1989 and who did not reside in nursing homes or domiciliary care facilities at the time of selection. Baseline in-person interviews were completed during the fall and winter of 1990-1991 with 3,485 noninstitutionalized adults age 65 and older. Subjects were selected from the Medicare Beneficiary Files according to a stratified random sampling design, with approximately equal numbers of adults by gender in each of three age categories: 65-74, 75-84, and 85 and older. The sample was clustered within 50 primary sampling units in 38 urban and 12 rural areas across the United States. The unique aspects of this sample include the large number of subjects in the oldest-old (85 and over) category and the large number of rural subjects (Norburn et al., 1995; Rabiner et al., 1997) . The initial in-person interviews obtained extensive information on functional status and self-care coping strategies related to functional status limitations. Subject tracking for a second wave of data collection was begun during the summer of 1993 by the Survey Research Unit (SRU) at the University of North Carolina at Chapel Hill, School of Public Health, for the purpose of conducting a follow-up telephone survey. Although second-wave interview data are not used for the analyses reported here, the tracking and sample disposition data for the follow-up phase provide the critical measure of mortality risk.
Measures
Vital statistics. -The outcome variable of interest in this study was time to death. Date of death was determined from several sources: (1) proxy information from tracking efforts; (2) the Denominator File from the Health Care Financing Administration (HCFA), a file that contains one record per year for each Medicare beneficiary including the date of death for those who died during that year; and (3) the National Death Index (NDI). During the NSSCA baseline interview, respondents provided the names of two individuals who would know their whereabouts and could be contacted at a future date. During the tracking efforts, if the subject was not available, these informants were contacted and asked about the whereabouts of the subject, or in the event of a reported death, about the date of death. Wolinsky and Johnson (1992) used the Longitudinal Study of Aging to compare informant reports and NDI matching and found that informants provide valid mortality data.
A National Death Index search was conducted for subjects whose status, or date of death, could not be determined at follow-up, including those who could not be located and those whose proxies acting as "gatekeepers" refused participation in the study. Each case was reviewed for a possible match based on the following eight NDI data fields: last name, middle initial, first name, Social Security number, month, day and year of birth, and gender. Two of the authors (Bernard and Arcury) reviewed each case. The overall guideline established was that if 6 of 8 of the fields matched (or 5 of 7 in the event of no middle initial), the match was considered to be good and the subject was designated as deceased; a match of fewer than 6 fields was considered a bad match and the subject was designated as alive. The matching rules were applied judiciously so that, for example, if Social Security numbers differed by only one or two digits that seemed to be transposed, then they were considered to be the same. For a female, whose Social Security benefits might be under her spouse's number, a difference in total Social Security number was not given as much weight as it would be for a male. It should also be understood that in just a very few cases did a decision have to be made on the weight of a single digit in a birth date or Social Security number; most case matches and mismatches were indisputable. In addition, all deaths were verified from more than one source. Comparisons of date of death from each source were made and, in the event of conflicting dates, the latest date of death from any source was used. The observation period for time to death began at the date of the baseline interview and ended on December 31, 1993. Results of these efforts revealed that, by December 31, 1993, a total of 726 (21%) of the 3,485 baseline respondents had died.
Self-rated functional ability. -During the baseline interview, subjects were asked if they had difficulties in performing activities of daily living without the use of special equipment or assistance from another person, using functional status items drawn from or patterned after other national surveys of older adults, e.g., the Supplement on Aging (Fitti and Kovar, 1987) . These items were supplemented with newly developed items designed specifically for this national study that inquired about self-care/selfhelp activities employed specifically to enhance a person's functional ability. Following the sections in the interview schedule assessing activities of daily living (ADL), selfcare strategies, and assistance received from others, subjects were asked to rate their overall ability to care for themselves. By placing this global measure near the end of the questionnaire, and by instructing the subject to "consider all the things we [had] been talking about," we were striving to obtain a global, comprehensive self-assessment of his/her ability to function independently in the community. This global, subjective assessment of ability for independent function was based on a single question that asked respondents the following: "Considering all the things we have been talking about, how well are you able to take care of yourself at this time? Please rate yourself on a scale where '0' represents 'not at all able to take care of yourself and '10' represents 'completely able to take care of yourself.' " Subjects were shown a scale marked from 0 to 10, and were asked for a numerical rating that corresponded to their self-assessment.
Because of the highly skewed distribution of this variable, with more than half of the responses in the "completely able" or "10" category (see Table 1 ), the 11-point scale was collapsed into four ordinal values on the basis of the following considerations: (1) the large number of cases in the "completely able" category (which remained a separate category), and (2) the relative frequency of cases in each of the remaining categories, with the goal being to stabilize the estimates by including a sufficient number of observations in each category. The four values of this recategorized variable were assigned the following labels (dis- "0 represents "not at all able" to take care of oneself and 10 represents "completely able" to take care of oneself. played in Table 2 ): (1) completely able -a rating of "10"; (2) mostly able -a rating of 8 or 9; (3) somewhat able -a rating of 4, 5, 6, or 7; and (4) unable -a rating of 0, 1, 2, or 3. The "completely able" category was used as the referent category for comparison with the other categories.
Self-rated health. -This variable was measured in the baseline in-person interview by the elderly person's response to the following subjective health question: "How would you rate your health at the present time? Would you say your health is: excellent, very good, good, fair, or poor?" The "excellent" response is the referent category for comparison with the other response categories, following the conventional practice in previous studies using this same item (Idler and Kasl, 1991; Kaplan and Camacho, 1983; Mossey and Shapiro, 1982; Rakowski, Mor, and Hiris, 1991; Wolinsky and Johnson, 1992) . Question wording and response distributions of both items are displayed in Table 2 .
Study Covariates
Three broad groups of covariates were included in the modeling of the impact of subjective assessments of selfcare ability and health on time to death. These included: sociodemographic variables, diseases/chronic conditions and functional impairment, and assistance from others and selfcare coping strategies. The scoring algorithms and distribution of the study covariates are available from the authors. During the baseline interview, subjects were asked about the presence and severity of difficulties in performing basic activities of daily living (BADL), including eating, bathing, dressing, and maintaining continence; mobility activities of daily living (MADL), including walking, getting in and out of bed, getting outside, and getting to the toilet; and instrumental activities of daily living (IADL), including managing money, using the telephone, shopping, preparing meals, doing light housework, and doing heavy housework. Activities within each dimension were combined to form a threelevel categorical variable ranging from "no difficulty" performing any of the activities, "slight or mild" difficulty performing one or more of the activities, and "moderate or severe" difficulty in performing one or more of the activities of daily living in a particular domain (adapted from Norburn et al., 1995) . Each of the functional status variables in each dimension was entered into the models as n -1 , or two dummy variables, with "no difficulty" as the reference category in each dimension. One of the limitations of these data was the inability to adequately control for a wider range of upper and lower body functional ability due to the lack of Nagi (1976) type items.
Assistance from others and self-care coping strategies.
-The extensive self-care data collected by the NSSCA enable the inclusion of behavioral and environmental adaptations made by older adults that may mitigate actual or perceived functional difficulties resulting from disability. These adaptations could result in a safer, less stressful environment and, thus, influence perceptions of one's ability to function independently as well as have a negative association with death. Alternatively, although subjects making these adaptations may be in greater congruence with the demands of their environment, engaging in these activities may be a marker of frailty; consequently, these activities may have a positive association with mortality. Finally, these conflicting effects may result in no apparent association with mortality.
Self-care coping strategies are measures of activities performed by individuals to enhance, maintain, or reestablish the equilibrium between declining functional and health status and social, behavioral, and environmental demands. These activities were related to functioning in each of the three functional status dimensions (i.e., BADL, MADL, and IADL), and measured in three distinct domains, each coded 1 if a strategy is employed and 0 otherwise: (1) use of equipment, clothing, or devices (e.g., cane, telephone with large numbers); (2) modifications in behavior (e.g., avoiding stairs, avoiding going outside); and (3) changes in one's environment (e.g., moving to residence with more services, moving items to lower shelves) (see Norburn et al., 1995 , for pilot testing and validity of these items).
Subjects were asked whether or not they were assisted by another person in the performance of activities of daily living, including both household tasks and ADL-related personal assistance. Assistance from others was coded as a dichotomous variable reflecting any assistance received versus no reported assistance. Assistance from others is a potential confounder of the association between subjective health and functional self-care ability and mortality. The amount of help received from the informal network has a negative indirect effect on self-assessments of health through its effect on psychological morale (Stoller, 1984) , and thus can influence mortality directly as a marker of frailty or indirectly through its effect on self-perceived health and function.
Data Analysis
Cox-proportional hazard models, based on the STATA Cox procedure (StataCorp, 1995) , are used to estimate the effects of perceived ability to function independently on the probability of survival during a 2.5-year follow-up period. Hazard ratios (HR) estimating the effect of self-rated functional ability were obtained in a series of steps. Hierarchical models are estimated to successively introduce variables that can potentially confound the association between selfrated functional ability and mortality. Groups of independent variables were introduced block-by-block in a stepwise fashion as follows: (1) with self-rated functional ability as the only variable in the model; (2) with the addition of self-rated health; (3) with sociodemographic variables added to the model; (4) with specific disease and functional disability measures, and all significant variables from step 3; and (5) with self-care strategies and assistance from others and all significant variables from step 4. Nonsignificant variables from each step were removed in order to increase the precision of the remaining coefficients (Wolinsky, Callahan, and Johnson, 1994; Idler and Kasl, 1991) . Variables were removed only if they met the following criteria: a /7-value of > .05 whose beta coefficient had no substantive independent effect (e.g., HR < 1.10 and > .95). If removal of this variable(s) resulted in: (a) no change in the effect of the variables of interest (self-rated functional ability) by more than 10% and (b) a nonsignificant chi-square statistic for the likelihood-ratio test, then the variable was omitted from subsequent models.
RESULTS
When the unadjusted association between the 11-point scale of subjective ability for independent function and time to death is examined, there is a clear, though imperfect, negative direction to the relationship between this measure and the risk of death (see Table 1 ). Individuals who rated themselves as 0 or "not at all able" to care for themselves incurred a tenfold increase in their risk of death during the 2.5-year follow-up period compared with those who rated themselves as 10 or "completely able" to care for themselves. In Table 2 , the unadjusted relationship between the recategorized version of subjective ability for independent function and risk of death is displayed. Interestingly, older adults who rate themselves as "mostly able" to care for themselves (rating of 8 or 9) experience a doubling of their risk of death during the follow-up period when compared with those who rated themselves at baseline as "completely able" to care for themselves, or 10 (HR 1.92, 95% CI 1.56, 2.35). The unadjusted relationship between self-rated health and risk of death takes the form of an inverse monotonic function. Rating one's health as "poor" is associated with nearly a 5.5-fold increase in the hazard ratio when compared with an "excellent" self-rating of health (HR 5.50, 95% CI 4.01, 7.53) .
The results of the multivariate Cox-proportional hazard modeling are presented in Table 3 . Model 1 displays the unadjusted hazard ratio for self-rated functional ability, using the four-category variable as defined above. Self-rated health is introduced in Model 2. This variable reduces the size of effect of self-rated functional ability on risk of death. Even so, "unable" ratings are associated with a fivefold increase in the risk of death (HR 5.06, 95% CI 3.98, 6.43) , while the hazard ratio for "mostly able" and "somewhat able" also decrease, albeit not as dramatically. Comparing the unadjusted effect of fair and poor self-ratings of health on risk of death (Table 2 ) with the hazard ratio adjusted for self-rated functional ability (Table 3 ) demonstrates the confounding effect of this global variable on the relationship between self-rated health and mortality. While the effect of good, fair, and poor self-ratings of general health status remains meaningful and significant, the relative risk of death for those who rate their health status as "poor" dropped precipitously (from 5.50 to 2.33). The reduction of the effect of self-rated health on subsequent risk of mortality by the introduction of a measure of self-reported and self-rated functional status has been noted by others (Greiner, Snowdon, and Greiner, 1996; Wolinsky, Callahan, and Johnson, 1994) and was not totally unexpected because several cross-sectional studies suggest that the ability to carry on day-to-day activities is correlated with subjective health (Liang, 1986; Johnson and Wolinsky, 1994; Whitelaw and Liang, 1991) . However, this finding suggests that this single question about one's global assessment of the ability for independent function captures the summative effect of multiple ADL and IADL items used in previous research. The question to be addressed in subsequent models is whether the introduction of more explicit and focused health and functional status measures further decomposes the effect of self-rated function on the risk of death.
Model 3 adds sociodemographic variables as potential confounders. Of these, age, gender, and education have a positive and significant association with mortality. These characteristics also reduce the association between selfrated functional ability and mortality (hazard ratio for the "unable" category decreases from 5.06 to 3.38) and have no effect on the association between poor self-rated health and time to death.
Model 4 includes perceived self-rated functional ability and health status, age, gender, and education, and introduces self-reported measures of the presence of specific diseases and functional disability. Among the chronic illnesses, only diabetes and hypertension are positively associated with the risk of death, and arthritis has a significant and negative association with mortality (HR 0.70, 95% CI 0.59, 0.82). The finding that those reporting arthritis are at significantly decreased risk of death has also been noted by Wolinsky, Callahan, and Johnson (1994) , who suggested that this finding may be attributable to the increased number of physician visits and ongoing monitoring associated with the treatment of chronic arthritis among older adults. While this reason is plausible, the magnitude and direction of effect remain puzzling and require further investigation.
The results of Model 4 estimation, which adjusts for selfrated functional ability, self-rated health, and additional measures of health and functional status (specific diseases and ADL measures), show a modest confounding effect of these variables on the association between self-rated health and time to death (HR drops from 2.31 to 1.87). However, the introduction of health and functional status measures has a greater confounding effect on the association between self-rated functional ability and the risk of death; the addition of these variables reduces the hazard ratio for the "unable" category from 3.38 to 1.91. The reduction of effect is not nearly as dramatic for those who rate themselves as "mostly able" and "somewhat able." All categories of this measure continue to display an increase in the risk of death, compared with the "completely able" category. Although the Mobility ADL measure was not statistically significant (note the null value in the 95% confidence interval), it was found to be an important confounder of self-rated functional ability and mortality and so was retained in the model.
The introduction of measures of self-care coping strategies and assistance from others in Model 5 has no impact on the risk of dying associated with subjective assessments of health or function. That is, all categories of response retain their same level of statistical significance, and the magnitude of their effect remains essentially the same. Receiving assistance for ADL activities and making environmental modifications are both associated with a decrease in the relative risk of death, albeit, the effects are quite small and of borderline statistical significance. Despite the small effect they did, however, confound the effect of self-rated functional ability on mortality and were kept in the final model.
DISCUSSION
These findings from the National Survey of Self-Care and Aging support the well-documented association between negative self-ratings of health and the risk of death. Adding a measure of self-rated functional ability was found to have a significant and independent effect on mortality among a community-based national sample of older adults. The relationship between this measure of perceived functional ability and mortality was diminished, but not eliminated, by the introduction of self-rated health. Even so, both subjective variables emerged as independent predictors of mortality in this multivariate analysis. These findings are consistent with the work of Greiner, Snowdon, and Greiner (1996) , and support the assertion that global selfratings of health and function are related, but yet distinct, concepts.
The association of self-assessed health reported here is consistent with the results of numerous studies that found a meaningful effect of poor self-ratings of health on mortality. Only very old age was a stronger predictor of mortality than self-assessments of functional ability and health. While others have found age to have a stronger effect than self-rated health (Mossey and Shapiro, 1982) , this is the Note: HR = hazard ratio. Downloaded from https://academic.oup.com/psychsocgerontology/article-abstract/52B/3/S155/616335 by guest on 30 December 2018 first study to introduce both the presence and severity of functional impairment into the model, as well as a global measure of overall ability to independently care for one's self. Even so, poor self-ratings of health had a level of effect comparable to previous research.
Although measures of self-care activities and assistance from others for activities of daily living were not found to have a significant independent effect on mortality, further research is needed to explore whether these variables influence mortality indirectly through their impact on subjective ratings of functional ability and health. The amount of help received from one's informal (or primary) network has been found to have an indirect impact on self-rated health through its effect on psychological morale (Stoller, 1984) , which could in turn affect mortality. Alternatively, self-care strategies may have a positive influence on subjective ratings of function, and thus, indirectly, affect mortality. Or it may be that those who need help and those who devise selfcare strategies for coping with disability are indeed sicker. These competing influences may result in no apparent effect on mortality.
Questions asked about the association between self-rated health and mortality are applicable to the association between self-rated functional ability and mortality. To paraphrase Idler, Kasl, and Lemke (1990) , how could a person's reported perception of his/her overall ability to function independently have an impact on subsequent mortality? Or, why should self-ratings of the ability to function independently be as strong a predictor of survival (Idler and Kasl, 1991) when the contribution of the presence and severity of functional limitations, as well as self-rated health, have been included in a multivariate analysis? In this study we have controlled for the presence and severity of functional status in three dimensions. In addition, we included coping strategies and adaptations specific to particular functional limitations, as well as a measure of assistance received for specific disability. These covariates diminished, but failed to eliminate, the association between self-rated functional ability and mortality. However, replications of this study, particularly ones that would include measures of physical performance (Nagi, 1976) and mobility measures (Rosow and Breslau, 1966) , are needed before we can have complete confidence that the findings do not merely reflect a weakness of the data or an inability to adequately measure physical function and role performance.
Just as the finding of an independent effect of subjective assessment of health on mortality may represent a preexisting health state with no outward manifestation of impact on health (Idler and Kasl, 1991) , global self-assessment of functional ability may reflect a level of vulnerability not captured by individual questions about specific functional impairments. Generally, as the ability to perform the tasks of daily living is assessed one function at a time (e.g., difficulty with meal preparation or with walking), this global measure may allow the individual to reflect on the collective effect of encountering difficulties with the tasks of daily living. Our research over several years in the self-care and aging field has revealed the enormously inventive capacity older adults have to compensate for specific declinations in functional ability and capacity. Once these strategies have been devised/learned, and with practice of these skills, older adults may cease to identify these now compensated functional decrements as "limitations." Even so, the individual recognizes impending frailty that cannot be measured by specific survey questions, and draws upon this knowledge when asked to assess his or her ability to function independently.
Research intended to expand our understanding of the correlates of self-rated health Liang, 1986; Stoller, 1984; Tissue, 1972) has consistently found physical function to be central to the formation of subjective health perceptions. It is reasonable to question whether a global measure of perceived ability to function independently is indeed different from self-rated health, or whether the two self-ratings in fact measure the same thing. The work of Liang (1986) and others (e.g., Greiner, Snowdon, and Greiner, 1996; Kaplan and Camacho, 1983) demonstrates that physical function and subjective health are correlated, but yet distinct, concepts. This analysis moves beyond previous research by introducing a global measure of perceived functional ability among a national sample of older adults.
This research has added to the growing literature suggesting that older adults' future prospects of health and survival can be predicted through subjective assessments of current health and function. As Idler and Kasl (1991) concluded before us, we are as yet unable to completely understand or explain these relationships. Over several years, and now with this new index, researchers have come to the conclusion that older people seem to be able to assess their own health in ways that we have been unable to match through other, more elaborate and expensive, observational and clinical measures. As mystical as these relationships now appear, researchers, clinicians, and perhaps families of older adults must accept the utility of older adults' self-assessments of their abilities to perform the daily activities that enable them to live independently.
